. A, Endoscopic image of the lateral wall of the duodenal bulb with a 10-mm size perforation from the duodenoscope tip. B, Endoscopic image of the duodenal perforation site after closure with an over-the-scope clip and endoscopic omental patch. C, Fluoroscopic image demonstrating no extravasation of contrast medium outside the duodenal lumen at the site of the duodenal perforation repair; the over-the-scope clip is in place. D, Cross-sectional CT image with oral contrast medium at the level of the duodenal perforation, demonstrating no active extravasation of contrast medium outside the duodenal lumen, over-the-scope clip in position (arrow) and moderate amount of intraperitoneal and retroperitoneal air related to duodenal perforation. E, Endoscopic image showing active bleeding from the endoscopically created omental patch at the site of the duodenal perforation. F, Endoscopic image showing achievement of hemostasis by use of hemostatic clips at the bleeding site of the endoscopic omental patch.
Written transcript of the video audio is available online at www.VideoGIE.org.
An 80-year-old man presented with 3 days of epigastric pain, nausea, and vomiting. He received a diagnosis of mild gallstone pancreatitis based on elevated lipase at 9781 U/L, gallbladder sludge, dilated common bile duct (CBD), and acute elevation of direct bilirubin to 3.3 mg/dL. The patient denied alcohol use. A CT of the abdomen with intravenous contrast medium showed a hydropic gallbladder with sludge, dilatation of the CBD to 10 mm, and a pancreas without mass lesions or necrosis. The patient underwent ERCP 24 hours after initial presentation, given the above findings. Unfortunately, during the ERCP an iatrogenic perforation of the lateral wall of the duodenal bulb occurred while the endoscope was being reduced (Fig. 1A, Video 1 , available online at www.VideoGIE.org). Antibiotics were initiated. A therapeutic gastroscope was used to deploy an over-the-scope clip (OTSC) (type T, cap diameter 12 mm, cap depth 6 mm; Ovesco Endoscopy AG, Tübingen, Germany) to close the perforation. Because of the lack of an OTSC twin grasper or anchor, the omentum was suctioned into the duodenal lumen during closure of the perforation, thereby performing an endoscopic omental patch (Fig. 1B) . Intraluminal injection of contrast medium through the endoscope showed no extravasation at the site of the perforation repair (Fig. 1C) . CT of the abdomen with oral contrast medium again confirmed no extravasation of contrast medium outside the duodenal lumen and no extraluminal fluid collection. A moderate amount of intraperitoneal and retroperitoneal air was present (Fig. 1D) . The patient did clinically well for 2 days, until he experienced hematochezia with a significant drop in hemoglobin from 14.6 g/dL to 10.6 g/dL with orthostasis. The patient underwent EGD, which found active bleeding at the site of the omental patch (Fig. 1E ). This was treated with an epinephrine injection and 3 hemostatic clips (Fig. 1F) . No further bleeding was observed, and the patient was discharged 1 week after his index procedure. Secondlook endoscopy was not performed, given the patient's age and his hesitancy to undergo another procedure. Outpatient cholecystectomy with intraoperative cholangiography was scheduled. An OTSC can be used to create an endoscopic omental patch to successfully close iatrogenic perforations. Omentum is a highly vascular structure; therefore, GI bleeding can be an adverse event of an endoscopically created omental patch. Bleeding can be successfully managed by the use of routine endoscopic techniques such as epinephrine injection and hemostatic clips.
DISCLOSURE
All authors disclosed no financial relationships relevant to this publication.
